"Aortic ring," " bifid aortic arch," and "split aortic arch" are names given to a congenital malformation where, as a result of persistence of both fourth branchial arches (Fig. 1) , the aorta, instead of being a single tube, divides into two, one branch going in front of the trachea, the other behind and almost invariably behind the oesophagus as well, the two limbs uniting again to form one descending aorta. The trachea and oesophagus are therefore gripped as it were in a vice between the two limbs, and it is easy to see how urgent obstructive symptoms may easily arise from what would otherwise be quite a trivial upper respiratory infection (Fig.  2) . The posterior limb of the arch, spoken of as a retro-oesophageal aorta, usually carries most of the blood, the anterior limb being practically invariably the smaller of the two.
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Recognition of vascular anomalies in this region goes back as far as 1794, when Bayford described dysphagia lusoria from the Latin lusus naturae, meaning a "freak of nature." The dysphagia, due to this particular freak, was in this case the result of an anomalous right subclavian artery, taking origin from the left side and passing over behind the oesophagus to the right side of the body. This is still the commonest anomaly according to Neuhauser, of Boston, but it is usually symptomless. In recent times Bedford and Parkinson (1936) June, 1951 , the subject for discussion being *Tracheobronchitis." has described an even rarer form of retrooesophageal aorta, namely one in which the aortic arch is on the left side in the normal manner, but where the descending aorta is dragged across from left to right by an aberrant right subclavian artery. (Bayford's original case and similar ones are due to a right subclavian artery alone passing behind the oesophagus, whereas in Paul's case the aorta itself is dragged to the right and becomes retrooesophageal.)
Helen Taussig (1947) holds that it is not possible to differentiate a retro-oesophageal aorta from any one of these causes from one due to a double aortic arch, but Gross, of Boston, would not agree with this, and our experience accords with his that at least in some cases it is possible to make the diagnosis with certainty. Arkin (1926) was the first to describe a double aortic arch. Ten years later he had collected another five cases, all being in adults and for the most part symptomless. Apparently once the child reaches 2 or 3 years old the danger period is past and symptoms tend to disappear. Possibly some factor like growth causes superimposed respiratory infection to be less liable to cause obstruction. After this age a double aortic arch is so symptomless that, although in an adult the retro-oesophageal aorta still remains tightly packed between the oesophagus and the veretebral column, one may almost guarantee its benign nature, provided the individual does not get an aneurysm.
The recognition of a double aortic arch still remained largely academic, however, until very recent times, when interest has been stimulated in these vascular anomalies by advances in thoracic surgery. These have culminated in the work of She was an only child, and there was no history of rubella or other virus infection during the mother's pregnancy.
At first the stridor was only present when the child was receiving feeds, but during the fortnight before admission it had been constantly present and associated with a cough. A few days before admission the child's condition had deteriorated. On examination she was a poor colour with marked stridor, and the extraordinary muscles of respiration were in full action with inspiratory recession of the ribs. Sulphonamide, penicillin, and streptomycin were given together, and after a week what must have been a superimposed bronchitis or bronchopneumonia subsided. The child still had stridor and marked asphyxial attacks which occurred always at feeding time and often lasted as long as five minutes, by which time on many occasions the child appeared dead. Thinking the condition might be a trachea-oesophageal fistula, in which case the giving of barium always results in aspiration into the lungs and a fatal bronchopneumonia, 1 or 2 ml. " lipiodol " was introduced into the oesophagus. A diagnosis of double aortic arch was made. The question of operation was then considered and angiocardiography was discussed. I would have liked very much to have done an angiocardiogram, but we did not consider it justifiable when the diagnosis was unequivocal, since there is a definite slight mortality rate from angiocardiography even in babies, and especially if the case was not going to be operated upon. By now the child was putting on weight at the normal rate and the asphyxial attacks at feeding time, which had been very numerous every day at the beginning, had now become infrequent at fortnightly or three-weekly intervals, although feeding had still to be very careful. 
